The Ontario Child Health Study provides the first opportunity in Canada to assess directly the relationship between socio-economic and health status in childhood and levels of completed schooling, health status and labour market success in young adulthood. Conditional on parental income and education, physical and emotional/behavioural health problems in childhood are associated with poorer educational and health adult outcomes in young adulthood. The link between childhood health problems and labour force outcomes appears to operate primarily through educational and health outcomes especially for men.
Introduction
The overall objective of this paper is to examine the links between economic and health status in childhood and both economic and health outcomes in young adulthood. We focus on two specific questions. First, what is the relationship of physical and behavioural-emotional health problems in childhood with schooling, health and labour market outcomes in young adulthood? Second, what is the role of health status in the intergenerational correlation of economic status? In answering these questions, we build upon two streams of Canadian research. In the first stream, the National Longitudinal Survey of Children and Youth (NLSCY) has been used to establish the link between parental income and both the physical health (Currie and Stabile 2003) and the behavioural-emotional well-being (Dooley and Stewart 2007) of Canadian children. The second stream focuses on inter-generational economic mobility. Data sources such as the Survey of Labour and Income Dynamics (SLID) have been used to examine the relationship between parental income and participation in post-secondary education (Zhao and Broucker 2001) . Estimates of the inter-generational correlation in levels of education (Sen and Clemente 2006) and earnings (Corak and Heisz 1995 , 1999 have been provided by the General Social Surveys (GSS) and the Longitudinal Administrative Database (LAD) respectively. None of the studies in these two streams have been able to address the questions posed in this study due to the absence of measures of both childhood health status and adult outcomes. The NLSCY will eventually contain both such measures but the oldest children in this survey are still in their early twenties.
The Ontario Child Health Study (OCHS) is the first Canadian socio-economic data set that measures childhood health outcomes and then follows those children into their late twenties and early thirties. The 1983 OCHS was a random sample of the families of children age 4-16 in 1983 . The focus of the original survey was on childhood health and development but data were also collected on a limited set of socioeconomic measures. The 2000 OCHS follow-up succeeded in enlisting almost three-quarters of the children who participated in 1983 survey.
In this paper, we use data on child and family characteristics in the 1983 OCHS (parental income and education, and child health) and socio-economic outcomes in the 2000 OCHS (educational attainment, health, earnings, wages, and hours of paid work) to provide answers to the two key questions posed at the start of this section. Such answers can shed light on important policy questions. What are the potential long run implications of health problems early in the life cycle for the eventual cost of health care and income support programs? What role does childhood health play in the relatively high degree of inter-generational economic mobility in Canada (Corak 2006) ? We review the literature in Section 2 and provide a description of the OCHS and our estimation samples in Section 3. Section 4 presents our multivariate estimates and Section 5 is a summary and conclusion.
Literature Review
We begin with a brief review of the literature on family income and child health. For reasons detailed in the next section, this paper focuses not on a general measure of child health but rather on four types of problems: chronic conditions, functional limitations, and conduct and emotional disorders. Hence, we pay particular attention to these four problems in our literature review. Case et al. (2002) were among the first to show that the income-health gradient often reported for adults also exists among children in the U.S. and becomes steeper as children age.
The association between income and specific chronic conditions was statistically significant, however, for only a minority of conditions and had a small size effect. Currie and Lin (2007) have confirmed these findings with more recent US data. Currie et al. (2006) report a positive relationship between family income and overall child health status in England, but, in comparison with Case et al. (2002) , their results suggest a flatter gradient and a generally weak relationship between income and chronic conditions. 1 Using other English data sources, Doyle et al. (2007) find a relatively strong income-health gradient for children but Propper et al. (2007) do not. Currie and Stabile (2003) use data from the NLSCY and reach conclusions similar to Case et al. (2002) with regard to general health, i.e., the income-health gradient steepens with age but has a modest elasticity (0.2 to 0.5.) 2 de Oliveira (2007) adds measures of parental health to the Currie and Stabile model and reports that the income coefficients decrease in absolute size and do not have a positive interaction with age beyond the age of four. Currie and Stabile do not regress chronic conditions on income but de Oliveira (2008) reports that this link is statistically significant for only half of the conditions considered and is almost never significant when parental health is added to the model. Other studies that have found no empirical link between family income and childhood chronic conditions include Nehum (2006) using the Swedish Survey of Living Conditions and Lefebvre (2006) using the Quebec Longitudinal Survey of Child Development.
1 Currie et al. (2006) also reported that the income-health gradient did not increase with child age but Case, Lee and Paxson (2008) have recently reanalyzed their English data and found that it does 2 Currie and Stabile use the longitudinal nature of the NLSCY to delve more deeply into the reasons why lowincome children have poorer physical health. Specifically, they find that both low-and high-income children recuperate from health shocks at the same rate, but that low-income children are subject to more frequent health shocks than their high-income counterparts. Dooley and Stewart (2007) use data from the NLSCY to estimate the relationship between family income and measures of the behavioural-emotional well-being of children. Their estimated income effects are similar in size to the modest elasticities found by Blau (1999) and with the (US) NLSY. More specifically, an increase in family income from the poverty line to twice that level is associated with a decrease of about 0.15 to 0.10 of a SD in the measures of behavioural and emotional problems. Dooley and Stewart did not, however, explore the question of whether or not the income gradient becomes steeper as children age. In summary, estimates of the effect of family income on child health range from zero to modest in size.
We now turn to the research on inter-generational mobility in Canada of which there have been two types. One type has focused on the relationship between parental income and participation in post-secondary education. Christofides, Cirello and Hoy (2001) , Zhao and Broucker (2001) and Corak, Lipps and Zhao (2005) use a variety of data sources and report that university attendance increases with parental income and that, on balance, the strength of this association has not risen over the recent past as tuition and fees have grown. Sen and Clemente (2006) also use data from the 1986, 1994 and 2001 GSS but focus on the intergenerational correlation in educational attainment. They report that having a parent with postsecondary education is associated with a 20% greater likelihood of a postsecondary diploma or degree and a 39% earnings premium.
The second type of Canadian research on inter-generational mobility focuses on income and/or earnings in both generations. Corak and Heisz (1995 , 1999 use income tax data from the Longitudinal Administrative Database (LAD) to estimate the inter-generational earnings and income elasticity (IGE). The IGE is the coefficient obtained from regressing, most commonly, the log of the son's earnings on the log of the father's earnings controlling for the ages of both. Tax data provide good measures of permanent income but not of other income determinants most importantly education. Fortin and Lefebvre (1998) 
OCHS Design, Measures and Summary Statistics
The 1983 OCHS survey and measures are described in detail in Boyle et al. (1987) and Curtis et al. (2001) . The sampling frame in 1983 included all children born from January 1, 1966
through January 1, 1979, whose usual place of residence was in a household dwelling in Ontario.
Among eligible households sampled, 1869 (91.1%) agreed to participate in the OCHS. There were 3294 children (922 aged 4-7 years; 1357 aged 8-12 years; and 1015 aged 13-16 years).
Data were collected from parents (usually the mother), adolescents and teachers.
There was a 1987 follow-up that attempted to enlist all children and families who participated in the original OCHS in 1983 and collected completed forms for 80% (Boyle et al. 1991 Our indicator of a childhood physical health problems takes on a value of 1 if the parent reports the presence of either a functional limitation or a chronic medical condition. Table 1 indicates that 18% of the OCHS children had one or both of these problems. Five per cent had a functional limitation and 16% had a chronic condition. In the Case et al. (2005) sample, 9%
(14%) of children had a chronic condition at age 7 (16). In de Oliveira (2008) , 29% of children in the NLSCY had a chronic condition or activity limitation but this includes 16% with allergies, a condition that was not included in the OCHS definition of "chronic condition". Asthma was the most common chronic condition in the OCHS.
We use these two indicators rather than a more general measure of health status for three reasons. First, chronic conditions and functional limitations are both relatively objective measures and likely to reflect the longer run health conditions that would influence adult outcomes. 5 Second, these are the childhood health indicators used by Case et al. (2005) in the most widely cited study to date of the impact of childhood health problems on adult outcomes.
Third, the more global indicator of poor child health in the OCHS is quite different from the measure provide by most others surveys, including the NSLCY, and is not significantly related to parental income. 6 As a result, we did not use this global measure in this study. In results not
shown here, however, the estimates reported in the tables below do not differ substantially if we use an alternate binary indicator of a childhood physical health problem that is equal to one if the parent reports the presence a function limitation or a chronic medical condition or "poor health".
Our second indicator of childhood well-being takes on a value of 1 if the child had a conduct or emotional disorder. OCHS provides a conduct scale and emotional scale that are constructed from answers to a series of questions concerning behaviour and feelings. These questions are asked of the parent for children age 4-16, of the teacher for children age 4-11, and of the youth for children age 12 and over. A disorder was present if a threshold score was exceeded by any of the reported scores (parent, teacher or youth). The thresholds were established at the point which best discriminated the presence or absence of a disorder as diagnosed by a psychiatrist (Boyle et al. 1987) . Table 1 indicates that 8% of the OCHS children 5 We thank an anonymous reviewer for pointing this out. 6 Most surveys ask parents to rank child health on a five-category scale from poor to excellent. The binary indicator of poor health in the OCHS is equal to one if the child has a score in the bottom quintile of a general health scale. This health scale summarizes the respondent's answers to four questions (child's health is excellent, seems to resist illness, seems less healthy than other children, and usually catches whatever is going around) using a five point scale (definitely true=5, mostly true=4, don't know=3, mostly false=2 and definitely false=1). Hence, the general scale ranges in value from 4 to 20.
had a conduct or emotional disorder in 1983. Five percent had a conduct problem and 6 % had an emotional problem. 7 The prevalence of conduct and emotional problems in the OCHS is similar that reported by Dooley and Stewart (2007) for the NLSCY.
We also used measures of parental health from the 1983 OCHS which de Oliveira (2007) has found to be important in updating the findings of Currie and Stabile (2003) for the NLSCY.
Two binary measures are available. The first is equal to one if one or both parents had a chronic medical condition or functional limitation. The second is equal to one if one or both parents had ever been "treated for nerves". Table 1 shows that the sample proportions of these variables are 30% and 34% respectively. The bottom panel of Table 1 
Multivariate Estimates

A Simple Empirical Model
Our multivariate estimates are based on the following simple model.
where, for the ith child, CH is an indicator of child health, FI is family income in 1982, PH is an indicator of parental health, AO is an adult outcome (schooling, health or labour force) and X is a vector of other relevant characteristics such as the age, sex, and parental education. As indicated in our literature review, it is highly likely that elements of both ε and υ are correlated with observed determinants of both CH and AO. A variety of approaches have been undertaken to estimate β 1 with the general conclusion, as indicated in Section 2, that it is of modest size at best. As Case et al. (2005) point out, there are few data sets that are capable of providing even OLS estimates of equation (2) above and of α 4 in particular. In addition to OLS, we use the OCHS to provide sibling fixed effects estimates which removes the effect of any correlation between regressors and family level unobserved effects which are common across siblings
Parental Income and Child Health
We begin with estimates of equation (1) Throughout this section, we use the term 'significant' to refer to a p-value of 0.10 or less.)
Family income is negatively related to each type of health problem though the p-value is much smaller for the likelihood of a conduct or emotional disorder. Columns 4 and 7 provide an indication of the magnitude of the effects. The predicted probabilities are evaluated at the sample proportions, which are 0.17 and 0.08 respectively, and reflect the impact of a change from 0 to 1 in a binary variable, a doubling of income from $30,000 (approximately the low income cut off for a family of four) to $60,000
or an increase of 1 year in the age of the mother.
A doubling of family income is associated with a decrease in the probability of a chronic condition or functional limitation from 0.17 to 0.15 and a decrease in the probability of a conduct or emotional disorder from 0.08 to 0.06. These elasticities of approximately 0.15 and 0.25 are modest in size and consistent with the small income effects generally found in the literature especially for chronic conditions (Case et al. 2002) and behavioural and emotional problems (Dooley and Stewart 2007 , Blau 1999 ). Currie and Stabile (2003) Most of the previous studies cited above, report that parental education is positively correlated with child health. The estimates in Table 2 , however, indicate that the children of the least educated mothers, who constitute 12 % of the sample, have a significantly lower likelihood of a chronic condition or functional limitation. The expected relationship is found for the likelihood of a childhood conduct or emotional disorder but the coefficients are not statistically significant.
As indicated in the literature review, Case et al. (2002) and Currie and Stabile (2003) reported that the income-health gradient steepens as children age but other studies have not confirmed this pattern. We found mixed results with OCHS data (not shown here). Simple interactions of income and the child age dummies in Table 2 did not yield significant interaction coefficients. However, when we estimated separate models for children age 4-10 and 11-16, the income effects are only significant for the older age group. Even for the older children, however, the size effects are only slightly larger and still yield modest income elasticities with or without parental health in the model. One final note is that boys have more health problems in Table 2 than do girls but separately estimated models (not shown here) did not yield noticeably different coefficients by sex for the other variables in the model.
Level of Education
We now turn to a consideration of the link between childhood health problems and adult outcomes, as specified in equation (2) and rural residence) are significant in column 2 or in most other models in Table 3 .
We add controls for the presence of a health problem in childhood in column 3. Either type of problem is associated with 0.69 of year less of schooling. The addition of these childhood health variables, however, has little impact on the other coefficient estimates. In particular, the parental income estimate declines by only 0.05 of a year thereby indicating that the positive effect of parental income on years of schooling does not work primarily through child health.
The middle section of Table 3 contains logit estimates for the likelihood of obtaining at least a high school diploma or trade certificate. This level of education was attained by all but 8% of the sample. Columns 4 and 5 contain significant coefficients for family income, males, and maternal education. The coefficients for both types of health problems are negative but neither is significant. Column 6 provides an indication of the magnitude of the coefficients. The predicted probabilities are evaluated at the sample proportion, which is 0.92, and reflect the impact of a change from 0 to 1 in a binary variable, a doubling of income from $30,000 to $60,000 or an increase of 1 year in the age of the mother. A doubling of family income increases this conditional probability from 0.92 to 0.94. Males have a conditional probability that is 0.86.
Parental schooling has a large impact in that the children of mothers with less than a high school degree have a likelihood of only 0.64 of a high school degree themselves.
The right hand panel of Table 3 presents estimates for the likelihood of attaining a university degree. A doubling of family income increases the conditional probability of a university degree by 10 percentage points which translates into an elasticity of about one-third.
Both males and the children of less educated mothers are substantially less likely to obtain postsecondary education. The impact of a childhood health problem is marked. A conduct or emotional disorder is associated with a reduction in the likelihood of a university degree of 17 percentage points from 0.28 to 0.11. A chronic condition or functional limitation reduces this likelihood by 7 percentage points from 0.28 to 0.21.
In summary, a childhood health problem appears to have a negative association with the level of schooling and the size effect is especially large for the probability of a university degree.
The addition of these childhood health variables to our model, however, has little impact on the other coefficient estimates which implies that parental income and education, in particular, are not merely serving as proxies (causal pathways) for childhood health status in simpler specifications. We estimated models with interaction terms between parental income and each of the childhood health variables but none of the estimated interaction terms (not shown here) were significant which implies that family income did not have a major "cushioning effect" for the impact of a health problem on schooling attainment. We also found no substantial differences in coefficients for women and men when separate models were estimated.
Adult Health
The OCHS 2000 provided summary measures of adult physical health and mental health, both of which are derived from the SF-36 which is a widely-used, multi-purpose, short-form health survey (Ware, Snow, Kosinski, & Gandek, 1993) . We used standardized versions of these summary measures in the regressions which are reported in Table 4 . For these measures of adult health, a higher value means better health unlike our measures of childhood problems.
All We found the same basic results as in Table 4 when we used the following alternative measures of adult health: a binary value for a "low value" (less than -0.5 of a SD) of the continuous summary measures used in Table 4 ; the presence or not of an adult chronic medical condition; a single self assessed adult health measure (excellent, very good, good, fair or poor);
and a binary measure based on the single health measure (excellent or very good versus good, fair or poor). For adult health, as with educational outcomes, the estimated interaction terms (not shown here) between parental income and the childhood health variables were not significant and no substantial differences were found in coefficients for women and men when separate models were estimated.
Annual Earnings, Hourly Wages and Annual Hours of Paid Work
Most previous inter-generational studies of labour market outcomes are limited to measures of annual earnings or income but the OCHS data are richer. We report regression estimates for annual earnings, hourly wages and annual hours of paid work using the sample of OCHS 2000 respondents with positive values for all of these outcomes. We also report logit models for the probability of positive annual hours of market work. We also follow the practice common in this literature of limiting the estimation samples to persons age 25 and over. Our early runs revealed noticeably different estimates for men and women. Hence, separate models are reported in Table 5 . Table 5a presents the estimates for (log) annual earnings. The coefficient for family income is significant for males with a point estimate of 0.14 in columns 2, 3 and 5. Corak (2006) cites a value of 0.19 as the best estimate for this "inter-generational elasticity" among males in studies that have multiple years of earnings for fathers and sons. A somewhat lower value for our estimate is to be expected given that we have parental income rather than paternal earnings and only one year of data in each generation. The family income coefficients for females have noticeably lower values and large standard errors, a finding which is also consistent with the literature. Female earnings are strongly correlated with maternal education, a result which is not true for the earnings of male respondents.
Neither type of childhood health problem is associated with earnings but the results in columns 5, 6, 9 and 10 show that our adult health measures are significantly associated with earnings save in the case of physical health for females. The results in columns 4, 6, 8 and 10 also show the familiar finding that years of education are positively associated with earnings with the effect, in this case, being larger for females than for males. For males, the coefficient on family income drops when adult education is added to the model indicating that schooling is one pathway by which parental income influences the earnings of children. The same is not true of the adult health variables. Table 5b presents the estimates for (log) hourly wages. The coefficients for family income are significant for males and about three-quarters the size of the income coefficients for annual earnings in the previous table. This implies that the majority of the "effect" of family income on annual earnings comes through wages rather than hours of work (a previously untestable hypothesis with Canadian data). As with annual earnings in Table 5a , family income is not significantly associated with female wages but maternal education is.
Another key difference between the sexes is that childhood health problems are strongly associated only with female wages in the sense of both large size effects and low p-values. When years of schooling are added to the model in column 8, the coefficients for both childhood health problems decline in absolute value, as one would expect, but remain statistically significant.
The only link between childhood health problems and male wages are the weakly significant coefficients for a conduct or emotional disorder.
The coefficients for years of schooling in Table 5b are virtually the same as those in Table 5a which implies the impact of schooling on earnings comes mainly through wages rather than hours of paid work. The opposite appears to be true for adult health status. In Table 5b , only the coefficient for adult mental health has a weak effect on male wages. In Table 5a , in contrast, the adult health coefficients were all significant save for adult physical health in the case of female earnings. Table 5c presents the regression estimates for annual hours of paid work among those with positive hours. As would be predicted from Tables 5a and 5b , family income has a significant effect for males. Neither type of childhood health problem is significantly associated with annual hours of paid work save for the unexpectedly positive effect of a chronic condition or functional limitation among males and females when we also control for adult health. Adult health is positively and significantly associated with annual hours but the coefficients for adult physical health in the annual hours regression for females are unexpectedly negative. Both unexpected findings for females (the positive effect of a chronic condition or functional limitation and the negative effect of adult physical health) do not appear if we include women with zero hours of paid work in this regression or in the logits for the likelihood of positive hours of paid work in the next table. Table 5d presents logits for the likelihood of positive annual hours of paid work. In contrast with the rest of Table 5 , family income has a significant effect on this outcome only for females. Also, in contrast with the other labour market outcomes, maternal education is associated with the likelihood of positive hours for men but not for women. A childhood conduct or emotional disorder is associated with a large drop of 11 percentage points in the likelihood of positive hours among males. The only other significant childhood health effect is the unexpectedly positive coefficient for a chronic condition or functional limitation among males in the presence of controls for adult health. As with a similar result in Table 5c , we have no ready interpretation for this finding. Also as in the previous table, adult health is positively and significantly associated with the probability of positive annual hours and, in this case, there is no unexpectedly negative coefficient for adult physical health in the logit for females as there was in Table 5c .
For females, we estimated the models in Table 5 including measures for the number and ages of children. These variables usually had the expected effects (children are associated with lower earnings, wages and hours of paid work) but their presence did not markedly change coefficients for the other variables. Finally, we also estimated the models in Table 5 including interaction terms between parental income and the childhood health variables. The interaction coefficients were not significant and led to no substantial differences in other coefficients with the following exceptions. A childhood chronic condition or functional limitation among males is associated with a lower likelihood of positive annual hours of market work but this effect is smaller for respondents from higher income families. For females, the negative impact of both types of childhood health problems on positive annual hours of market work was smaller for those women who grew up on higher income families. Table 6 contains sibling fixed effects estimates for each of our adult outcomes. The sample sizes are smaller than in previous tables because not all OCHS respondents have siblings in the sample. The models estimated also contained controls for age, sex and 2000 school status.
Sibling Fixed Effects Estimates
The estimated coefficients in Table 6 are usually of the expected negative sign but, as is commonly the case, the p-values are much larger than for the OLS estimates. A chronic condition or functional limitation still has a significantly negative effect on years of schooling, the likelihood of at least a high school degree and adult physical health. The only significantly negative effect of a conduct or emotional disorder is in the case of female hourly wages. If the male and female samples are combined, then a conduct or emotional disorder also significantly negative effect on annual earnings (coeff = -0.20 with a p-value = 0.07).
Summary and Conclusion
The Ontario Child Health Study (OCHS) is the first Canadian socio-economic data set that provides an opportunity to examine intergenerational links between economic and health status. We use the OCHS to examine (1) the relationship between childhood health problems and various young adult outcomes and (2) the role that health status plays in the intergenerational correlation of economic outcomes. Our analysis begins with a look at the association between parental socioeconomic status and the prevalence of a childhood chronic condition, a functional limitation or a conduct or emotional disorder. In each case, we report the very modest income elasticities typical of this literature. Parental health is strongly related to childhood health outcomes but our results indicate that family income is not serving mainly a proxy for parental health.
We find that childhood health problems are negatively associated with the educational attainment, especially the probability of a university degree, and the health status of young adults. Our results are qualitatively similar to those of Case, Fertig and Paxson (2005) who use different outcome measures and Smith (2008) who uses a very different retrospective measure of childhood health. Our OCHS results also imply that childhood health is not mainly serving as a causal pathway for the link between parental income and education and young adult outcomes.
Furthermore, the association between childhood health and adult health is not primarily mediated by the children's schooling attainment. Finally, we found no evidence that parental income has a "cushioning effect", i.e., that the impact of a childhood health problem on either schooling or health status in young adulthood varies with parental income.
Our estimate of the effect of parental income on male earnings is consistent with previous Canadian estimates and we generally find the expected positive links among education, health and labour market outcomes in young adulthood. However, the main direct impact of childhood health problems on labour force outcomes is in the case of female hourly wages. Hence, our results imply that childhood health problems influence adult labour force outcomes, especially for males, mainly through adult levels of schooling and health. Case, Fertig and Paxson and Smith generally found stronger direct labour force effects of childhood health problems using data from the UK and USA respectively. Those countries also generally exhibit stronger intergenerational links in earnings than found in Canadian data (Corak 2006) . Hence, the OCHS evidence of a comparatively weak link between childhood health and adult labour force outcomes may be one more reflection of the greater degree of intergenerational mobility in Canada. Comparison with those two other studies, however, must be undertaken with caution. The OCHS provides a very useful start but further Canadian research is clearly needed on this topic. If the original NLSCY cohorts are followed beyond the age of 25, then this data set will provide an excellent opportunity to revisit these very important questions. The top panel of Table A -1 shows the characteristics of respondents age 22-34. The most notable difference is the greater school enrollment among SLID respondents, but this may be due in part to the nature of the questions. The SLID asks if the respondent was enrolled in school at any point during the reference year whereas the OCHS asks if the respondent is currently enrolled in school. As a check, we have included our measures for both the total sample age 22-34 and for those not enrolled in school. In both samples, the OCHS respondents are more likely to have a university degree.
The bottom panel of Table A -1 provides a more detailed breakdown of the OCHS and SLID data concerning wages, annual earnings and annual hours of work for both the total sample age 25-34 and for those not enrolled in school. In this paper, we do not use labour market and income information for OCHS respondents under age 25 due to the fact that many are still in school and/or just starting labour force careers.
The OCHS wage question refers to the current or most recent job and, hence, it is most appropriate to compare the OCHS to the 2001 SLID. These differences are relatively small until the 75 th and 90 th percentiles. Even these differences may be due to the fact that the SLID measure is a weighted average (by hours worked) of all wages held during the reference year rather than the most recent wage. Both surveys asked earnings questions about the 2000 tax year. However, the SLID questions were asked at tax deadline time in 2001 whereas the OCHS questions were asked as late as November 2001. Hence, recall may be worse in the OCHS and biased upward by 2001 earnings experience. Earnings in the OCHS are generally higher than in the SLID and, unlike wages, these earnings differences also appear at the bottom of the distribution. Our judgment is that the characteristics of respondents in the OCHS and SLID are reasonably similar especially given differences between the surveys in questions and time frames.
Fitzgerald, Gottschalk and Moffitt (1998) analyze the impact of sample attrition on the second generation of respondents in the Panel Study of Income Dynamics. By 1989 almost half of the 1968 PSID children were no longer in the sample. As in the OCHS, attrition was associated with growing up in less advantaged households. Despite this, the characteristics of the second-generation respondents in the 1989 PSID are quite similar to those of an age-matched sample drawn from the Current Population Survey. The authors also report that the intergenerational relationship between the earnings, education and welfare participation of parents and children was stronger for the sub-sample of children who did not attrite by the end of the panel than for the full sample that includes all children who did not attrite by their mid 20's (but may have attrited afterwards). The differences in intergenerational coefficients, however, are small in magnitude and statistically significant only in the case of education.
The PSID-CPS differences in characteristics are generally smaller than the OCHS-SLID differences reported in Table A 
Income Imputation in the OCHS
The1983 OCHS reports total family income in categories. The intervals are $5,000 in width ($0 to $5,000, $5,000 to $10,000, etc.) up to a top category of $60,000 or more. Among OCHS 2000 respondents, the top income category contains 6% of 1983 OCHS families. In the Survey of Consumer Finances (SCF), 8% of Ontario families with children age 0-17 had 1982 family income in excess of $60,000. For all incomes below $60,000, the category midpoint was used to impute a value to OCHS observations. These resulting estimates of mean income among families with income less than $60,000 in the OCHS are very similar to those in the SCF. To impute an income level to OCHS families in the top income category, we used both the median and mean income among Ontario families with income greater than $60,000 in the SCF.
Among SCF Ontario families with children age 0-17 (children age 8-17) and family income in excess of $60,000 in 1982, median family income was $70,521 ($70,780) and mean family income was $76,838 ($76,848) . The choice of median or mean turned out to have no noticeable impact, quantitative or qualitative, on our regression estimates. The estimates in the paper are those derived with using median income for imputing the top category. *p-values are below the estimated coefficients and a bold font signifies a p-value less than 0.1 **The predicted probabilities are evaluated at the sample mean using the coefficients from the column immediately to the left. The value shows the predicted probability if, starting from the sample proportion, there is a change in a binary variable from 0 to 1, a doubling of income from $30,000 to $60,000 or an increase of 1 year in the age of the mother. Table 3 Adult Levels of Schooling in 2000* **The predicted probabilities are evaluated at the sample mean using the coefficients from the column immediately to the left. The value shows the predicted probability if, starting from the sample proportion, there is a change in a binary variable from 0 to 1, a doubling of income from $30,000 to $60,000 or an increase of 1 year in the age of the mother. *p-values are below the estimated coefficients and a bold font signifies a p-value less than 0.10.
Logit for the Likelihood of a Child Health Problem in 1983*
Years of Schooling
At **The predicted probabilities are evaluated at the sample mean using the coefficients from the column immediately to the left. The value shows the predicted probability if, starting from the sample proportion, there is a change in a binary variable from 0 to 1, a doubling of income from $30,000 to $60,000 or an increase of 1 year in the age of the mother. Table 6 Annual Hours Paid Work
Siblings Fixed Effects
Ln Annual Earnings
Ln Hourly Wages
